The burden of health consequences associated with obesity necessitates public health action. 4 National goals delineated by Healthy People 2020 5 include reducing the prevalence of obesity, preventing inappropriate weight gain, and increasing the proportion of adults and children who maintain healthy weight ranges.
Place of residence is associated with geographic clustering of health risk factors such as obesity and correlated mortality outcomes that can disproportionately affect disadvantaged populations. 6, 7 For example, people living in southern areas of the United States have an increased obesity risk. 1, 2, 8 In fact, the prevalence of obesity is greater in the South (31.2%) than geographic locations in the Midwest (30.7%), Northeast (26.4%),
and West (25.2%). 1 Obesity is especially widespread (>35% of the total population) among people living in four southern states: Alabama, Louisiana, Mississippi, and West Virginia. 1 In particular, Mississippi has a reportedly high overall obesity percentage (37%) and significant disparities such as a disproportionately higher percentage of obese African American (44%) residents compared with White (33%) residents. 9 Rurality is also associated with higher rates of obesity and subsequently increased risk for metabolic syndrome, diabetes, and cardiovascular disease. 10 The higher percentage of obese people living in rural locations compared with urban areas (35.6% vs. 30.4%, respectively) is associated with lifestyle issues that challenge rural populations, including a lack of physical activity, fewer servings of produce intake, and increased consumption of sugar-sweetened beverages. 8 Additionally, social factors such as lower educational levels, limited available income, fewer resources, and living in a rural county with a history of persistent poverty are linked with greater obesity risk for adults. 11 The problem is exacerbated within African American communities in the rural South because of the limited availability of social support for healthy lifestyle behaviors associated with diet and exercise. 12 Research efforts can facilitate the discovery of methods for optimizing existing social resources among people living in underserved, rural populations. 8, 13, 14 A community-based participatory research (CBPR) approach provides a means for addressing health disparities through mutually beneficial relationships among academic researchers, community partners, and health care providers. 15 Empowering community members through inclusion in all aspects of the research process intensifies the investment needed for health behavior changes. 13 The activities involved in CBPR methods can be particularly effective for engaging faith-based organizations in health disparity research efforts. Church settings are optimal environments for implementing diet and exercise interventions. [16] [17] [18] Rural church congregations typically have abundant collective assets such as social support and healthy lifestyle resources that can positively influence behavioral change activities, and mitigate obesity disparities. 19, 20 Thus, the primary aim of the Church Bridge Project is to assess the feasibility of a theory-driven (socioecological, transtheoretical, and health belief models), church-based intervention with a telehealth component to reduce obesity and related chronic disease disparities in rural, African American, young families using the reach, effectiveness, adoption, implementation, and maintenance (RE-AIM) framework. 21 The larger project will determine participant-and setting level-impact from quantitative and qualitative data. This specific article predominantly addresses the reach domain, which encompasses the recruitment process and baseline participant data to test the hypothesis that 50% of participants will be recruited from non-church settings and examine the demographics of recruited participants. We also discuss research contributions, challenges and limitations, study applicability, and practice implications from the academic and community perspectives.
METHODS

Community Collaboration Structure
Researchers partnered with church and community leaders of a rural county in South Mississippi. Before this project, the researcher had worked with church and community leaders (as the Coalition for South Mississippi Church Health)
to conduct preliminary work that led to the funding of this project. 22 Contact was initiated through a needs assessment conducted by the researcher and a working relationship devel- 
Study Framework
The Church Bridge Project intervention was developed using the socioecological, health belief, and transtheoretical models. Church-based programs are ideal for socioecological models and foster change at multiple levels. Table 1 
Program Development
The program was originally designed to be 12 educational group sessions that were adapted from the National Diabetes Corresponding with the education session topics, MI sessions were to first begin with diet-related goal setting and include physical activity goal setting once the topic was addressed in the educational session.
Human Subjects and Registration
All procedures and protocol described hereinafter were approved by the university's institutional review board (original protocol number CH-R15051904). All investigators, consultants, and students who were integral to data collection procedures and implementation completed required research integrity and human subjects training. According to the National Institutes of Health definition, this project was considered a clinical trial and was registered at ClinicalTrials.
gov (identifier: NCT02773069).
Sample and Recruitment
The target community is the 53rd most populated county 
Data Collection
All data were collected by trained graduate research assistants (most of whom were registered dietitians) and one undergraduate student. Baseline data was collected in 
Statistical Analysis
The reported being unemployed. Nine participants (56.3%) were married or living with a partner. Hypertension was prevalent (37.5%) among the participants in the sample, and a majority (75.0% and 87.5%, respectively) self-reported family histories of both diabetes and hypertension among first-degree relatives (Table 4) . Only two participants reported a positive smoking history within the last 12 months, and the mean age ± SD they started smoking was 19.0 ± 1.0. The mean ± SD hours of sleep each night was 6.4 ± 1.2. The majority (43.8%) of participants were classified in the class III obesity category, followed by class 1 (Table 5) . community members completed baseline data collection. Our sample was predominantly female, which is consistent with the African American, church-based literature. 30, 31 Participants who completed baseline data collection were more educated, had a lower prevalence of diabetes, and reported higher rates of poor to fair health compared with the target population (Table 3) .
Although males may be more difficult to recruit, we found a unique body-building culture among the target community and, thus, many of the potential male participants that church leaders encountered were deemed ineligible for the study and not approached to participate. Our recruitment efforts focused on requesting enrolled female participants to recommend other eligible males in their families. Although this strategy did result in two to three husbands being recruited, most participants reported not being able to think of any males to refer to the program. Last, two male church leaders were involved with actively recruiting participants for the project despite our limited success with male participants.
Through the enrollment process, we did not collect education levels, and it would have been interesting to see if there
were differences between those who committed to the study and those who did not; however, education level was not a factor in willingness to attend church-based health promotion activities among a larger sample (n = 1,274) of African Americans. 32 It is also well-established that diabetes prevalence is associated with advanced age 33 and, thus, the lower prevalence among our recruited population is not surprising, and it, in fact, supports health promotion intervention intended to prevent disease among this population, especially because immediate family medical history data supports a high prevalence of hypertension and diabetes. Last, obesity is associated with lower perception of health status, 34 which seems to be a consistent phenomenon in our population compared with the target population. and 54 years), it was more difficult to obtain commitment and consent to participate from recruited participants. A study 32 examining congregation members' willingness to attend health promotion in African American churches reported that younger congregants were less likely to attend health ministry programs. One of the primary aims of the study was to test the ability of the church to reach a young adult population.
Limitations and Challenges
Our recruitment experiences and baseline results support the difficulty of this endeavor, which could be a possible reason why most church-based, health promotion studies in African
American churches are predominantly older populations. 35 Church leaders in this partnership were uninterested in delivering education sessions and were more amenable to providing support of program delivery. Additionally, church leaders were dedicated to the partnership's mission; however, as noted by our community co-investigator, the church leaders preferred to be "led" to accomplish research tasks and although they were comfortable informing research directions, they were not comfortable making research-related decisions without the guidance of the principal investigator.
Project progression required immense program coordination to maintain working relationships and to motivate and obtain updates from church leaders with regard to their tasks. When referencing the community engagement continuum, we feel that we were able to accomplish a "collaborative participation" from our community groups. However, it may take more time and potentially more research training of community partners to "empower" them to make final decisions. 38 It may be that achieving empowerment is not realistic in smaller, underserved communities with limited resources and infrastructure and, as long as the collaborative spirit is maintained, the essence of CBPR is achieved.
RECOMMENDATIONS AND CONCLUSIONS
It may be that an intervention bound by place is inap- 
